Case study

Unusual cause of colonic occlusion: large, twisted ovarian cyst compressing the sigmoid
colon

Abstract:

Bowel obstruction is a common complication of advanced ovarian cancer, and is rarely
described in benign cystic lesions. We report a case of colon obstruction secondary to torsion
of a large benign ovarian cyst.

Case presentation: A 25-year-old woman without antecedents was admitted to hospital for
occlusive syndrome. A CT scan revealed a large cyst probably of ovarian origin, resulting in
compression of the sigmoid colon. After conditioning, we performed an exploratory
laparotomy, revealing a twisted and necrotic right ovarian cyst compressing the recto-sigmoid
hinge with its root. A straight annexectomy was made, the histological findings confirmed the
presence of a benign functional ovarian cyst. The hospital stay was uneventful and the
symptoms of bowel obstruction were resolved immediately. A torsion of an ovarian cyst is
not described as a cause of colon obstruction.

Introduction :

Bowel obstruction accounts for 42% of the complications of advanced ovarian cancer.
Although ovarian teratomas and endometriosis can also cause bowel damage, this condition is
rarely described in cystic begenin lesions [1, 2]. We report one case of bowel obstruction due
to a large, twisted functional ovarian cyst compressing the recto-sigmoid hinge.

Case Presentation:

A 25 year old woman with no pathological history, admitted urgently for an occlusive
syndrome that has been evolving for 3 days. Clinical examination found tympanic abdominal
distension with pelvic tenderness, the rectal ampulla was empty on rectal examination. A PSA
objectively showed colicky water-aerobic levels. CT scan confirmed colonic occlusion
upstream of a large cyst probably of ovarian origin measuring 18X12 cm (Figure 1).
Exploratory laparotomy revealed the presence of a large ovarian cyst measuring 20 x 15 cm
(Figure 2), twisted into two turns of coils with total necrosis of the right adnexa, compressing
the recto-sigmoid hinge by its root, with the presence of a zone of constriction (Figure 3),
causing colic and hail distension upstream. A right annexectomy was performed and the
obstacle was removed (Figure 4). The postoperative course was straightforward. Histological
examination was in favour of a functional benign ovarian cyst.

Discussion:



To our knowledge, this is the first reported case of a twisted benign ovarian cyst causing
bowel obstruction in a patient during genital activity. There is no consensus definition [2, 3].
Adnexal torsion may be defined by the existence of at least one turn of the adnexa around an
axis defined by the lumbo-ovarian ligament and tubo-ovarian ligament. It may involve the
tube and the ovary, the ovary alone and less frequently, and the tube alone [4].

The diagnostic reference is the intraoperative visual finding, so the exact prevalence of
adnexal torsions cannot be estimated since not all women with pelvic pain have systematic
laparoscopy. In patients operated on in emergency for acute pelvic pain, it is estimated to be
between 2.5 and 7.4% depending on the series. [1, 5]

The right side is most frequently affected, in 60% of cases on average. This could be
explained by a right utero-ovarian ligament physiologically longer than on the left, however
there is no anatomical data, or by the presence of the sigmoid on the left reducing the space
required for torsion. Pelvic pain is the main reason for consultation in 96 to 100% of cases.
The association with an occlusive syndrome is not described.

Conclusion:

Exploratory laparotomy has revealed a rare or even exceptional cause of colonic mechanical
occlusion associated with torsion of a benign ovarian cyst.

Figures :

o Figure 1: CT image showing a large ovarian cyst in pelvic position exerting a mass
effect on the recto-sigmoid hinge.

o Figure 2: Intraoperative image showing a large, twisted, necrotic ovarian cyst with colonic
compression.

o Figure 3: Intraoperative image showing the area of constriction at the recto-sigmoid hinge
after detorsion of the cyst.

o Figure 4: Image of the right adnexectomy specimen
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Figure 1: CT image showing a large pelvic ovarian cyst (KOD) with a mass effect on the recto-sigmoid
hinge: (arrow)



Arrow indicating the torsion of the
cystwith 2 turns of coilscompressing
the recto-sigmoidhinge.

A

Figure 3: Image showing the area of constriction at the recto-sigmoid hinge.

Bengolea clamp indicating the strangulation zone



Figure 4: Image showing the right annexectomy specimen



